Intra-abdominal candidiasis (IAC) appears as the second most frequent cause of invasive fungal infection in the intensive-care unit (ICU) [1] . In the AmarCand 1 study, a prospective, multicenter, French observational study, IAC was observed in 34 % of ICU patients with proven invasive candidiasis [1] . Intra-abdominal candidiasis accounts for more than 10 % of all cases of peritonitis and is associated with mortality rates between 25 and 60 % [2, 3] .
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Intra-abdominal candidiasis shares many similarities with candidaemia, including conventional risk factors [4] and high morbidity and mortality rates [2, 3, 5] . While the need for early and adequate antifungal treatment of candidaemia has been clearly demonstrated, no clinical study has ever assessed the need to treat IAC, raising the question of the real pathogenicity of these organisms.
Based on the demonstration that delayed antifungal treatment in candidaemia is a factor of poor prognosis, empirical broad-spectrum antifungal treatment is routinely prescribed in IAC. Interestingly, American and European guidelines do not address this issue while the IDSA guidelines for intra-abdominal infections give only weak therapeutic recommendations [6] .
Recently, a consensus of multinational experts proposed enhanced recommendations for the management of IAC [7] . Using these criteria, Bassetti et al., in an article recently published in Intensive Care Medicine, reported a retrospective international cohort of 481 patients treated for IAC [8] . The authors should be congratulated for the largest cohort of IAC ever published and for the interesting data presented here. Their results deserve some comments to emphasize the complexity for organizing studies on this topic.
Despite their attempt to obtain a homogeneous cohort, there is room for improvement in future trials. Their study population gathered together different clinical situations (secondary and tertiary peritonitis, abdominal abscesses, pancreatitis, etc.) in patients with very different underlying diseases and medical history (hospitalized in ICU and surgical wards but also in medical wards, hematology, oncology, etc.) with different levels of severity (with or without septic shock) related to community-acquired, health care-associated and hospital-acquired infections. Overall, a 49.5 % mortality rate was observed in ICU patients compared to 22.8 % in non-ICU patients. Not surprisingly, septic shock and high APACHE II score appeared as independent predictors of mortality, all the more so in patients with these life-threatening conditions who were not all admitted in ICU.
A second important issue in the manuscript of Bassetti et al. is the strong correlation between inadequate source control and increased mortality [8] . These findings confirm what some of the authors have recently published [9] . Interestingly, the issue of source control is a matter of concern in many clinical trials. This term comprises a broad range of possible different measures, from the removal of a catheter, to radiological interventions like CT-controlled drainage, and ending in extensive surgical procedures including re-laparotomy or repeated abdominal lavage. Unfortunately, most of the studies dealing with complicated intra-abdominal infections in the infectious disease literature do not describe what exactly is meant by ''source control''. This point should be considered as at least a weakness. Recently, Solomkin et 
One additional point needs to be emphasized in which only limited progress has been made over the last decades. In all the papers addressing the issue of IAC, and the paper from Bassetti does not break the rule, the burden of proof of candida infection cannot be clearly obtained. In many cases, untreated candida species are cleared rapidly from the peritoneal space with no consequences. In some patients, usually described as having IAC, true infection occurs, with intra-abdominal abscesses, persistent growth on repeated surgery, and a risk of blood and tissular dissemination [11] . These patients at increased risk of IAC are mainly those with recurrent intestinal perforations and/or those with a high initial candida growth on semi-quantitative cultures [11] . Consequently, the diagnosis of IAC is based on assumptions, surrogates and indirect evidence.
Close monitoring of these at-risk patients by means of repeated surveillance cultures could be useful. However, the vast majority of these patients are referred from surgical wards in which candida colonization surveillance is rarely performed, transferred from other institutions, or even urgently re-admitted. Fungal biomarkers such as b-D-glucan might be of interest to identify those patients who really need to be treated [12, 13] , while procalcitonin assays appear to be fairly disappointing [13] . Unfortunately, these assays are not yet routinely performed and their value in this specific subpopulation is still under investigation.
The retrospective study of Bassetti et al. [8] , as well as the prospective AmarCand study [1] , demonstrate that the recruitment of large multicenter cohorts is feasible, even in complex surgical cases. Due to the diversity of clinical manifestations of IAC, future investigators should seek for homogenous populations to more closely address the diagnosis and therapeutic issues of these complex cases. The framework of the multinational consensus brings the opportunity for better definitions and enhanced inclusion/ exclusion criteria [7] . Some specific sub-categories of patients at high risk of IAC could be identified in future trials, illustrated in Table 1 . Finally, the results of the study from Bassetti et al. get us to the very essence of intraabdominal infections [8] . There is no chance for survival without adequate measures to control the source of the infection. In light of these results, we desperately need not only standardized stewardship protocols for the use of antifungals but also standardized source control reviews in intra-abdominal infections. The embarrassingly high mortality rate in IAM implicates one simple message: a close interaction between intensivists, radiologists and surgeons as ''brothers in arms'' is of utmost importance to successfully approach this ''multi-therapeutic'' entity and to change the course of our patients [14] . 
